SIR,-I refer to the articles'2 in which the observation of uveitis in patients being treated for glaucoma with metipranalol was noted. I wish to report similar findings of uveitis in eight patients being treated with metipranalol, seen at clinics in Wolverhampton and Walsall since March 1990. Of these, five were treated with 0-6% metipranalol, and the remaining three were treated with 0 3%.
The patients being treated with 0-6% metipranalol developed uveitis, with mutton fat keratic precipitates (KPs) and a noticeable pressure rise over the previous visit, when no uveitis was observed. Patients treated with 0-3% developed a less severe uveitis, with mutton fat KPs. A pressure rise was seen in five of the six eyes affected. In all cases the uveitis observed was similar to that of patients with sarcoid uveitis. When the metipranalol treatment was stopped, the pressure dropped and the uveitis cleared in all patients. This was the case even if glaucoma treatment was continued with an alternative (3 blocker.
A summary of the patients treated and their intraocular pressures is given in Table 1 .
Metipranalol was prescribed to approximately 50% of the patients in Wolverhampton and Walsall who required f3 blocker treatment prior to the notification by Smith and Nephew of the withdrawal of the 0-6% metipranalol. However, no figures are available as to the total number of patients receiving this treatment.
The findings above have been discussed in correspondence with Akingbehin, who confirms that he has made similar observations.2 Topical metipranalol has now been withdrawn by the manufacturer. (Fig 1) . Only on a rare occasion was the oval contoured egg of Demodex brevis seen (Fig 2) .
Eggs can also occur on epilated eyelashes along with immature and mature parasites, allowing detailed study of the life cycle. Few observers, however, have witnessed the actual hatching of the egg of this particular acarid. Some years ago Coston noted this phenomenon and left a photographic record of the eggshell splitting to release the larva.'
While studying full-thickness specimens of eyelids with scanning electron microscopy we observed broken mite egg shells on the intermarginal strip. The samples were obtained from middle aged patients who had horizontal shortening procedures performed on the lower eyelid. Immediately after resection the specimen was placed in 4% glutaraldehyde solution. It was dehydrated in ethanol and then placed in 100% amyl acetate and critically point dried. The lid specimen was placed on an aluminium stub, gold coated in a Polaron sputter coated with 20 nm of gold, and examined with the scanning electron microscope.
Eggshell remnants were noted on the lid margin as individual broken shield shaped objects. A small number of oval samples were also seen. The majority of specimens were located round the mouth of infested eyelash follicles, displaying protruding tails of demodectic mites. In some areas the cracked eggshells had undergone crenellation.
Early in this century Gmeiner2 measured the live egg and found the length and breadth were respectively 0-08 mm and 0 04 mm. However, in a series of viable eggs we studied the length varied from 0 09 to 0-06 mm. Some shrinkage is also expected in preparing tissues for electron microscopy. It was interesting to note in some specimens the cracked egg shells also possessed two small pyramidal excrescences on their surface consistent with prelarval bosses3 which are diagnostic of some types of mite eggs.
It is not known if these small particles composed of chitin contribute to those highly reflective foreign bodies sometimes observed on the surface of contact lenses. 
